PATIENT NAME:  Sydelle Berger
DOS:  02/16/2022
DOB:  04/04/1938
HISTORY OF PRESENT ILLNESS:  Ms. Berger is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She continues to have some skin breakdown/wound on her legs.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Dressing in place.
IMPRESSION:  (1).  Foot ulcer.  (2).  Diabetes mellitus.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Dementia.  (6).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  Wound care is following with the patient.  We will continue with dressing changes.  Continue other medications.  She was encouraged to keep her legs elevated.  We will monitor her blood sugars.  Continue current medications.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Albert Burkett
DOS:  02/16/2022
DOB:  10/09/1942
HISTORY OF PRESENT ILLNESS:  Mr. Burkett is seen in his room today to establish care.  He wanted to follow up with me.  He denies any complaints of chest pain.  He denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  He states that he has asked his previous physician to transfer the records.  No other complaints.

PAST MEDICAL HISTORY:  Significant for hypertension, hyperlipidemia, history of diabetes mellitus, hypothyroidism, history of degenerative joint disease, and gastroesophageal reflux disease.

PAST SURGICAL HISTORY:  Noncontributory.

CURRENT MEDICATIONS:  Reviewed and as documented in EHR.

ALLERGIES:  HYDROCHLOROTHIAZIDE, SULFA, and TAPE. 

SOCIAL HISTORY:  Smoking – he quit a long time ago.  Alcohol – none.

REVIEW OF SYSTEMS:  Cardiovascular:  No complaints of chest pain.  Denies any heaviness or pressure sensation.  Denies any palpitations.  No history of MI or coronary artery disease.  Respiratory:  Denies any cough.  Denies any shortness of breath.  Denies any pain with deep inspiration.  No history of asthma or emphysema.  Gastrointestinal:  No complaints of abdominal pain.  Denies any nausea.  No vomiting.  Denies any diarrhea.  No history of peptic ulcer disease.  He does have a history of gastroesophageal reflux disease.  Genitourinary:  No complaints.  Neurological:  Denies any history of TIA or CVA.  Denies any history of focal weakness in the arms or legs.  All other systems are reviewed and found to be negative.
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PHYSICAL EXAMINATION:  Vital Signs:  Reviewed.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Diabetes mellitus.  (2).  Hypertension.  (3).  Hyperlipidemia.  (4).  Diabetic peripheral neuropathy.  (5).  Degenerative joint disease.  (6).  Gastroesophageal reflux disease.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will try to obtain reports from Dr. __________’s office.  We will continue current medications.  We will monitor his sugars.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Raymond Colcer
DOS:  02/16/2022
DOB:  11/14/1930
HISTORY OF PRESENT ILLNESS:  Mr. Colcer is seen in his room today for a followup visit.  He states that he is doing well.  He does complain of pain in his joints, mostly arthritis in his foot.  He denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Degenerative joint disease.  (2).  Benign prostatic hypertrophy.  (3).  Left elbow wound.  

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current medications.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Bernice Coles
DOS:  02/17/2022
DOB:  12/21/1920
HISTORY OF PRESENT ILLNESS:  Ms. Coles is seen in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.
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PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Congestive heart failure.  (4).  Chronic kidney disease.  (5).  Degenerative joint disease.  (6).  Decubitus ulcer.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  We will continue current medications.  Continue with wound care.  She was encouraged to lie on her side.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Dennis Fijalkowski
DOS:  02/16/2022
DOB:  07/01/1947
HISTORY OF PRESENT ILLNESS:  Mr. Fijalkowski is seen in his room today for a followup visit.  He denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any complaints of any headache.  No blurring of vision.  Denies any nausea.  No vomiting.  Denies any diarrhea.  He did have vomiting and diarrhea, but has improved.  No other complaints.  
PHYSICAL EXAMINATION:  General:  Appearance was normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  History of seizure disorder.  (4).  Degenerative joint disease.  (5).  Anxiety/depression.  (6).  Benign prostatic hypertrophy.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing better.  We will continue current medications.  We will monitor his progress.  Case was discussed with the nursing staff who have raised no new issues.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Hugh Halfman
DOS:  02/16/2022
DOB:  08/15/1933

HISTORY OF PRESENT ILLNESS:  Mr. Halfman is seen in his room today for a followup visit.  He is sitting up in his chair.  He states that he has been doing well.  He denies any complaints of chest pain.  Denies any shortness of breath.  He denies any palpitations.  He denies any nausea.  No vomiting.  He denies any diarrhea.  No fever or chills.  No other complaints.

PATIENT NAME:  Hugh Halfman
DOS: 02/16/2022

Page 2

IMPRESSION:  (1).  Degenerative joint disease.  (2).  Chronic kidney disease.  (3).  Constipation.  (4).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Shirley Hunter
DOS:  02/16/2022
DOB:  03/17/1928
HISTORY OF PRESENT ILLNESS:  Ms. Hunter is seen in her room today for a followup visit.  She states that she is doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She denies any urinary symptoms.  Overall, she has been feeling better.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Hyperlipidemia.  (3).  Degenerative joint disease.  (4).  Chronic kidney disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing well.  We will continue current medications.  She has been using the Voltaren gel that has been helping her.  Case was discussed with the nursing staff who have raised no new issues.  She has been eating well.  No other complaints.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Helen Schenck
DOS:  12/16/2022
DOB:  11/24/1928
HISTORY OF PRESENT ILLNESS:  Ms. Schenck is in her room today for a followup visit.  She states that she has been doing well.  She denies any complaints of chest pain.  Denies any shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  She states that her arthritis bothers her off and on, but overall she has been doing well.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.
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IMPRESSION:  (1).  Hypertension.  (2).  Atrial fibrillation.  (3).  Hyperlipidemia.  (4).  Peripheral vascular disease.  (5).  Dementia.  (6).  Neuropathy. (7).  DJD.
TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will continue current medications.  We will monitor her progress.  We will follow up on her workup.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Mary Sweet
DOS:  02/16/2022
DOB:  09/19/1938
HISTORY OF PRESENT ILLNESS:  Ms. Sweet is seen in her room today for a followup visit.  She is sitting having her breakfast.  She states that she has been doing well.  She states that she did not sleep well and wanted to go back to lie down on her bed.  She denies any chest pain or shortness of breath.  Denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Diabetes mellitus.  (2).  History of congestive heart failure.  (3).  Coronary artery disease.  (4).  Degenerative joint disease.  (5).  Dementia.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  We will continue current medications.  Her sugars have been doing better.  We will monitor her progress.  We will follow up on her workup.  Case was discussed with the nursing staff who have raised no new issues.  We will follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Virginia Toomey
DOS:  02/16/2022

DOB:  01/10/1941
HISTORY OF PRESENT ILLNESS:  Ms. Toomey is seen in her room today for a followup visit.  She is sitting up in her chair.  She states that she has been doing well.  She denies any complaints of chest pain.  She denies any shortness of breath.  She denies any palpitations.  Denies any nausea.  No vomiting.  She denies any diarrhea.  No fever or chills.  No other complaints.
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PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  No carotid bruit.  No thyromegaly.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Hypertension.  (2).  Congestive heart failure.  (3).  Chronic kidney disease.  (4).  Degenerative joint disease.

TREATMENT PLAN:  Discussed with the patient about her symptoms.  She seems to be doing better.  Her blood pressures have improved some also.  We will continue to monitor the blood pressures.  We follow up on her progress.  If she has any other symptoms or complaints, she will let the nurses know or call the office.

Masood Shahab, M.D.
PATIENT NAME:  Roger Williams
DOS:  02/17/2022
DOB:  06/10/1926
HISTORY OF PRESENT ILLNESS:  Mr. Williams is seen in his room today for a followup visit.  He is having his breakfast.  He states that he is doing well.  He denies any complaints of chest pain.  He denies any further episodes of foot pain.  Denies any other complaints.

PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.

IMPRESSION:  (1).  Foot pain, improved.  (2).  Congestive heart failure.  (3).  History of cardiomyopathy.  (4).  Hypertension.  (5).  Hyperlipidemia.  (6).  Chronic kidney disease.  (7).  Hematuria.  (8).  Chronic Foley catheter. (9).  DJD.

TREATMENT PLAN:  Discussed with the patient about his symptoms.  He seems to be doing well and has been stable.  We will continue current medications.  Case was discussed with the nursing staff who have raised no new issues.  We will monitor his progress.  We will follow up on his workup.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.

PATIENT NAME:  Gary Kleinke
DOS:  02/16/2022

DOB:   09/13/1947
HISTORY OF PRESENT ILLNESS:  Mr. Kleinke is a very pleasant 74-year-old male who was sent to the hospital after he was having diarrhea.  His wound was infected.  He was admitted to the hospital.  He was treated for cellulitis as well as C. difficile.  He was subsequently doing better.  He was discharged from the hospital and admitted back to Willows at Howell for rehabilitation.
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At the present time, he denies any complaints of chest pain.  Denies any shortness of breath.  He is lying in his bed.  He states that overall he has been feeing well.  He does complain of feeling tired and fatigued.  He denies any chest pain.  Denies any shortness of breath.  Denies any palpitations.  No nausea.  No vomiting.  He does have diarrhea, but overall has been feeing well.  No other complaints.
For details of past medical history, past surgical history, social history, and medications, see H&P from previous admission.
PHYSICAL EXAMINATION:  General:  Appearance was normal.  HEENT:  Normal.  Neck:  Supple.  No JVD.  No lymphadenopathy.  Heart:  S1 and S2 audible.  Lungs:  Clear to auscultation.  No rales.  No wheezing.  Abdomen:  Soft and nontender.  Bowel sounds were positive.  Extremities:  No edema.  Right hip wound with dressing in place.
IMPRESSION:  (1).  Status post right hip surgery.  (2).  Coronary artery disease.  (3).  Hypertension.  (4).  Hyperlipidemia.  (5).  Atrial fibrillation.  (6).  History of congestive heart failure. (7).  Type II diabetes mellitus. (8).  History of TIA. (9).  COPD, oxygen dependent. (10).  C. difficile colitis.
TREATMENT PLAN:  Discussed with the patient about his symptoms.  We will continue on vancomycin as recommended.  Continue with dressing changes.  Monitor his labs.  We will check routine labs.  We will continue other medications.  We will monitor his progress.  Continue with physical and occupational therapy.  We will follow up on his progress.  If he has any other symptoms or complaints, he will let the nurses know or call the office.

Masood Shahab, M.D.
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